Introduction
Varicose veins are said to be one of the commonest ailments of people living in Western countries (Dodd and Cockett, 1956 ), yet they rarely occur in Asia and Africa (Keen, 1908 ; Cleave, 1959; Dodd, 1964) . Several explanations have been given for this difference.
Thrombosis of the deep veins, rarely seen in Africans but common in Western civilizations (Thomas, Davies, O'Neal, and Dimakulangan, 1960) , is accepted as a cause of leg ulcers and varicose veins (Bauer, 1942 ; Lockhart-Mummery and Smitham, 1951 ;  Sevitt and Gallagher, 1961 ; Phillips, 1963) . Apart from the fact that people stand less in tropical countries because of the heat (Foote, 1960) , in Western countries the diet is largely free from vegetable fibres, has less bulk, and is more inclined to produce constipation. It has been suggested that when this goes on over a period of years the descending colon prolapses and pulls on the iliac veins, hindering venous return and raising the intravenous pressure. The valves of the superficial veins eventually yield, causing varicosities (Cleave, 1959; Dodd, 1964) . In the United States varicose veins are equally common in Negroes and Caucasians, indicating that environmental rather than racial factors may be the cause of this difference between countries (Lewis, 1942 ; Stamler, 1958 ; Cleave, 1960 Childbirth.-In both countries women who had no children had a lower prevalence of varicose veins than those who had borne children (Table II) . The difference is statistically significant both for the Europeans (P<0 05) and the Egyptians (P<00l). Corsetry.-There was a striking difference in the type of foundation garment worn (bee Fig.) (Table VI) . The results so far show that varicose veins are associated with age, childbirth, body weight, occupation, and corsetry. These factors are not independent of each other; the older women will, on the average, be heavier than the younger women, more likely to have borne children, and also more likely to wear corsets and roll-ons. Since both corsetry and standing at work are amenable to change, and thus offer opportunties for taking preventive measures, we have examined their effects on the prevalence of varicose veins in more detail. This has been done by standardizing for age, body weight, and parity. The data were stratified by these factors and by overall comparisons made by using the X2 test with the correction given by Armitage (1966) . It was found that the prevalence of varicose veins was associated with parity in the 15-34 age group only, and this factor was therefore ignored in the older ages. After standardizing for age, body weight, and parity there was no statistically significant difference in prevalences between women wearing corsets and those wearing roll-ons, and these two groups were combined. Similarly it was possible to combine the groups wearing garters, suspender belts, or not wearing any foundation garment. No statistically significant differences in prevalence were found between women who worked in mixed jobs and those whose jobs entailed walking or sitting, and these three groups were also combined.
Comparisons were then made between women wearing corsets or roll-ons and all other women, after allowing for differences in age, body weight, parity, and whether or not they stood at their work. The standardized prevalence of varicose veins is 36% for the women wearing corsets or roll-ons and 22% for the others. The difference is statistically significant (P<0C01) (Table VIII) . Similarly, comparisons were made between the women who stood at work and all other women after standardizing for age, body weight, parity, and the wearing of roll-ons or corsets. The standardized prevalence of varicose veins is 56 % for the women who stood at their work and 30% for the others. The difference is statistically significant (P<000l1) (Table IX) . Difference between standardized prevalence rates is statistically significant (P < 0-001).
Discussion
Our findings agree with previous observations, that varicose veins are much more common in Europe than in Africa. We think that these differences are environmental rather than ethnic.
As the survey was made by one observer, using carefully standardized techniques for diagnosing and grading the severity of varicose veins, we do not think that the pronounced difference in prevalence between the European and Egyptian women can be explained by observer variation.
The importance of venous thrombosis as a cause of the higher prevalence of varicose veins' in the European women cannot be ascertained from this type of survey, as thrombophlebitis is mostly silent (Lockhart-Mummery and Smitham, 1951; Sevitt and Gallagher, 1961) .
It has been suggested that the squatting position, which is commonly used in defaecation in Asia and Africa, reduces the risk of developing varicose veins, since it is likely to make the angle between the iliac and femoral veins so acute as to prevent much of the pressure being transferred into the leg veins when straining at stool (H. Dodd and D. Negus, personal communication, 1968) . The Egyptian women have pedestal lavatories at the factory, but at home they probably use the squatting position for defaecation. This is one factor which may partially explain their lower prevalence of varicose veins.
Our results, however, do not entirely support the theory of Cleave (1959) and Dodd (1964) , who believe that differences in diet are the main cause, that of Western people tending to cause constipation and pressure on the venous return from the lower limbs. In fact, we found a slightly higher prevalence of constipation in the Egyptian than in the European women; however, too much reliance must not be placed on the results of a questionary alone.
The pressure of the pregnant uterus on the pelvic veins is thought to be an important factor in the aetiology (Lake, Pratt, and Wright, 1942 
Methods
Most of the patients were studied on admission to medical wards because of acute conditions, and a few were seen in other wards of the hospital when an acute " medical " complication developed. Blood samples were taken into heparinized tubes and centrifuged at once, the plasma being stored at -100 C. until the estimations could be carried out. Serial measurements were made in some patients who required venepuncture in connexion with their illness.
Plasma 11-OHCS were estimated by the sulphuric acid fluorescence method (Mattingly, 1962) which was slightly modified. Only 0 5 ml. of plasma was extracted and an Aminco-Bowman Spectrophotofluorimeter was used which made it possible to check the emission spectrum from samples with low levels of 11-OHCS.
Plasma growth hormone was measured by radio-immunoassay, activated charcoal being used to separate the free from the bound labelled hormone. By this means it is possible to detect 0 4 mttg./ml. of plasma, the precision of the assay being +20% with 95% confidence (Jacobs, 1969 
Results

Plasma 11-OHCS
The highest levels of plasma 1 1-OHCS were found in patients with unbalanced diabetes (Table I) ; the figures in patients with severe diabetic ketosis were higher than those with hyperosmolar non-ketotic coma (Fig. 1) . Serial measurements were made on a number of patients, and the plasma 11-OHCS fell rapidly with treatment (Fig. 2) . The patients with myocardial infarction had varying degrees of tissue destruction. Of those with only a minor degree, 13 had plasma 11-OHCS levels of less than 30 /tg./100 ml., whereas those with widespread infarction or who had been resuscitated after cardiac arrest usually had levels greater than 50 jug./100 ml. Five of the patients with acute severe infections had unexpectedly low levels (Fig. 3) ; of these four were receiving steroids in a dosage which had not been increased when the infection developed. Point B in Fig. 3 is the reading from a woman aged 5.9 who had had a resection of the colon and ureteric reimplantation for malignant disease. She subsequently became very ill with fever and hypotension. Blood cultures grew pseudomonas, and the plasma 11-OHCS level at this time was 10.7 ttg./100 ml.
